
Introduction
Benign breast diseases are very common. It is es-

timated that approximately half of all women develop 
some degree of fibrocystic breast disease during their 
lifetime, and one out of every five women develops a 
fibroadenoma [1, 2]. However, benign breast diseases 
are generally asymptomatic and the incidence of fibro-
cystic breast disease and fibroadenoma found through 
biopsy is only 8.8% and 2.2%, respectively [2].

Giant breast masses are defined as those over 5 cm 
in diameter and more than 500 g in weight [3-5]. Gi-
ant unilateral breast masses are very rare and are mostly 
giant lipomas [4, 6, 7] and fibroadenomas [3, 8]. As 
is best presently known, unilateral giant fibrocystic 

changes, including fibroadenosis combined with mi-
cro- and macro-cyst formations, have not been previ-
ously documented.

In this study, a case involving the excision of a giant 
unilateral benign mass of the breast is presented and 
described is the two-stage reconstructive techniques 
used in the restoration of the breast shape.

Case Report
A 39-year-old Caucasian woman was referred to the 

clinic with a history of progressive enlargement of her 
right breast following breast feeding of her third child. 
As a result of the formation of an abscess in her left 
breast during the period of breastfeeding, the baby had 
refused to feed from her left breast even after treatment 
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ABSTRACT 

Giant benign breast masses have been reported in the literature. Most of these reports are lipomas and fibroadenomas. 
Fibrocystic breast disease is also very common but has not been described as a giant mass in the breast as of yet. It can 
also be seen with fibroadenosis combined with micro- and macro-cyst formations. In this study, the aim was to present  
two-stage reconstructive management to restore a severe breast asymmetry caused by a rare benign lesion. A 39-year-old 
woman with unilateral asymmetry in her breast was admitted to the clinic. Preoperative USG revealed fibroglandular tissue 
in her right breast but did not show a well-circumscribed mass. It also showed micro- and macro-cysts. It was concluded 
that in case of severe breast asymmetry, a  combination of different techniques is required.
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Abstract

Objective: To evaluate the changes in the number of Langerhans Cells (LC) observed in the epithelium of 
smokeless tobacco (SLT-induced) lesions. 
Methods: Microscopic sections from biopsies carried out in the buccal mucosa of twenty patients, who were 
chronic users of smokeless tobacco (SLT), were utilized. For the control group, twenty non-SLT users of SLT 
with normal mucosa were selected. The sections were studied with routine coloring and were immunostained 
for S-100, CD1a, Ki-67 and p63. These data were statistically analyzed by the Student’s t-test to investigate the 
differences in the expression of immune markers in normal mucosa and in SLT-induced leukoplakia lesions. 
Results: There was a significant difference in the immunolabeling of all markers between normal mucosa 
and SLT-induced lesions (p<0.001). The leukoplakia lesions in chronic SLT users demonstrated a significant 
increase in the number of Langerhans cells and in the absence of epithelial dysplasia. 
Conclusion: The increase in the number of these cells represents the initial stage of leukoplakia. 
Key words: Smokeless tobacco, leukoplakic lesions, cancer, langerhans cells, chewing tobacco.

Introduction

Among tobacco users, there is a false be-
lief that SLT is safe because it is not burned, 
which leads many people to quit cigarettes 
and start using SLT [1]. However, SLT con-
tains higher concentrations of nicotine than 
cigarettes and, in addition, nearly 30 carci-
nogenic substances, such as tobacco-specific 
N-nitrosamines (TSNA), which is formed 
during the aging process of the tobacco, [2-4] 
and which presents high carcinogenic poten-
tial. Moreover, because the tobacco has direct 

contact with the oral mucosa and creates a 
more alkaline environment, its products may 
even be more aggressive to tissue [5]. The 
percentage of SLT users is lower compared 
to cigarette users; however, usage is increasing 
among young individuals and it is therefore a 
significant and disturbing danger [6,7]. 

Initial studies on the effects of SLT on the 
oral mucosa demonstrated the formation of 
white lesions induced by chronic exposure to 
tobacco, characterized by epithelial thicken-
ing, increased vascularization, collagen altera-
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and she had fed her child solely from her right breast 
for 30 months. 

Physical examination demonstrated considerable 
breast asymmetry. A large, semi-mobile, soft and pain-
less ovoid mass was found in the lower quadrants of her 
right breast (Figure 1a). There were no palpable nodes 
in the axilla. Ultrasonography showed increased fibro-
glandular tissue in her right breast but did not exhibit 
a well-circumscribed mass. It also showed micro- and 
macro-cysts. A fine needle aspiration biopsy taken from 
the core of the lesion indicated benign breast changes.

Preoperative markings were based initially on a su-
peromedial pediculed, Wise-pattern skin reduction, as 
the mass encompassed the lower quadrant of the breast. 
However, on commencing pedicle isolation, follow-
ing de-epithelization, an unexpectedly capsulated and 

Figure 1. a: The patient with considerable breast asymmetry secondary to a giant solitary mass of the right breast. b: Intraoperative view of the mass.
c: Undermining of the nipple areola complex by the mass and loss of vascular reliability. d: Postoperative one year result of the patient after fat 
injections to both breasts and contralateral mastopexy.

well-defined mass, resembling both fibroadenoma and 
normal glandular tissue, was encountered (Figure 1b). 
The mass weighed 666 g and measured 14.5 × 13 × 8 
cm (Figure 1b). After removal of the mass, the planned 
preoperative superomedial pediculed breast reduction 
could not be completed. As a result of the excision of 
the mass, the right breast became smaller than the left. 
The decision was made to refrain from any further exci-
sion from the right breast and, after de-epithelization 
of the lower tissue remnants, pillar sutures were used 
to gather the lateral flaps and to gain projection to the 
breast. As it was planned to raise the nipple areola com-
plex with Wise-Pattern superomedial pedicle concept, 
the inferior skin attachments of the pedicle were in-
cised. After the mass was removed, it was realized that 
the mass had totally undermined the peripedicular tis-
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sues and viability of the pedicle was lost (Figure 1c). 
So, the nipple areola complex was transferred to its new 
position using a free nipple pattern. Despite the right 
breast becoming smaller than expected, contralateral 
reduction was not performed, as the patient preopera-
tively exclaimed that she was happy with her left breast 
position and size. The pathology results confirmed the 
clinical diagnosis of fibrocystic changes with micro- 
and macro-cyst formation, combined with fibroadeno-
sis in some regions.

Six months postoperatively, the patient complained 
about breast asymmetry and wanted more symmetric 
nipples, enlargement of her right breast and more full-
ness in the upper pole of the left breast. The patient was 
initially offered asymmetric and bilateral silicon pros-
thesis placement, with left mastopexy, but declined the 
silicon prostheses. The decision was therefore made to 
perform a mastopexy on her left breast with bilateral 
breast enlargement using fat injections. Of the 200 cm3 

of fat grafts harvested from the abdomen, 100 cm3 was 
injected into the upper pole and 50 cm3 into the lower 
pole of the right breast, and, following mastopexy, 50 
cm3 fat was used in the upper pole of the left breast. Six 
months after the second operation, she was satisfied 
with the result and did not want further tattoo recolor-
ing of the areola (Figure 1d). Postoperative ultrasonog-
raphy was reported as normal except for three small fat 
cysts; two in the right breast and one in the left breast.

Discussion
Benign breast diseases are very common and  it is es-

timated that approximately half of all women are affected 
[9]. However, asymmetric giant fibrocystic changes are 
extremely rare and, as best as is presently known, have 
not been previously described in the literature.

Micro- and macro-cyst formation occurs as a re-
sult of involution disorders of the lobules [2]. Since 
the process of involution can extend over more than 
20 years of monthly cycles of mitosis and apoptosis, it 
is not surprising that a number of aberrations, such as 
micro- and macro-cyst formation, should arise in the 
normal breast. As breastfeeding is an effective stimu-
lator of lobular tissue, it is not surprising to see cystic 
changes in a breast following a period of breastfeeding. 
In this case, this involutional disorder was most prob-
ably related to the patient’s baby feeding with only her 

right breast for 30 months
After excision of the giant solitary breast masses, 

the only vascular resource of the nipple areola complex 
(NAC) may become the skin pedicle. Directly starting 
the dissection with a Wise pattern reduction marking 
and incising a number of parts of the skin pedicle, the 
NAC may lose its circulation reliability and a free NAC 
grafting technique may be necessary for the prevention 
of ischemic necrosis. 

Besides the viability of the NAC, using and trans-
posing the remnant breast tissues are also critical to re-
shape the breast. In these cases, just de-epitelization of 
the skin flaps and using these tissues as fibroglandular 
flaps in combination with pillar sutures may be neces-
sary to save breast volume and projection.

Using a silicon prosthesis for the correction of 
breast asymmetry is a routine procedure, but quite a 
few patients refuse to have artificial materials inside 
their body. Thus, fat grafting becomes the best choice 
in these patients to overcome the breast asymmetries.

Several authors have reported long-term favorable 
results for autologous fat grafting in breast restoration 
[10,11]. Although fat grafting may lead to radiological 
changes, an experienced radiologist can differentiate 
between these and pathological changes [10,11]. 

Overall, unilateral benign giant breast masses can 
lead to severe breast asymmetry, but breast surgeons 
can combine different flap and graft techniques to cor-
rect these types of asymmetries. These cases may re-
quire a variety of skin pedicle or grafting techniques for 
the correction of the nipple areola complex. Fat injec-
tion is also a powerful tool for equalizing size in cases of 
asymmetric breasts.
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